The Australian and New Zealand Intensive Care Society was an active participant at the meeting of the Acute Kidney Injury Network (AKIN) which followed the Congress of the European Society of Intensive Care Medicine in Amsterdam in 2006. The initiative brought together nephrologists and critical care physicians interested in acute kidney dysfunction from five continents. The organisers, the United States National Kidney Foundation, deserve an accolade for including India, China, the Western Pacific Region and South America as participants. This has been sadly overlooked in some previous attempts at 'world' consensus.
The object was to review the RIFLE definition of acute kidney injury (AKI), as well as more than 40 other definitions 1 . So many years after the problem was recognised and interventions described, it is perhaps surprising that no consensus had been reached and widely implemented for definition of such a common event.
That no consensus had yet been reached is recognised as a barrier to conducting studies to improve outcome in patients with AKI. An accepted definition of acute kidney injury will facilitate clinical trials that evaluate interventions for AKI as well as an understanding of the causes and consequences of AKI. At the bedside, it should also increase awareness of the need to detect AKI as early as possible. This needs to apply in general hospital wards as much as it does in our intensive care units (ICU). The AKIN group defined AKI as a common clinical problem marked by an abrupt (<48 hours) increase in serum creatinine resulting from an injury or insult that causes a functional or structural change in the kidney (Table 1) 2 . The proposed AKIN consensus criteria for AKI are listed in Table 2 2 . They aim at sensitivity rather than specificity in identifying patients with an acute kidney injury. While similar, they are not identical to the RIFLE criteria, recognising that it would be wise to build on the RIFLE criteria 1 rather than move in a new direction. reflected by APACHE or SAPS scores, and also the occurrence of acute renal failure as an independent predictor of mortality 4 . Long-term prognosis is also affected by an episode of acute renal failure with mortality approximately 60% at one year and 70% or higher at five years 5 . As might be expected, prognosis is worse for patients developing acute renal failure requiring renal replacement therapy during intensive care compared with patients treated on hospital wards 5 . The definition as published will need to be evaluated in varying patient populations and countries if it is to have general application. It would be surprising if the definition did not evolve as a result of this process to become more robust and achieve wide acceptance.
It is also likely that many will disagree with one or more elements of the definition. Hopefully this will provide motivation to help assess the utility of the definition and perhaps come up with a better one.
The AKIN initiative has brought together adult and paediatric nephrologists and intensivists. Pooling the collaborative expertise should improve patient outcome in patients at risk of AKI and those in whom a rising creatinine signals a decrease in glomerular filtration. The meeting in Amsterdam was just a small step, but the indications are that it was in the right direction.
The Australian and New Zealand intensive care community can assist AKIN in achieving its aims by supporting it through participation in the collaborative studies that are planned. At the very least we should contribute information that will help further refine the consensus definition of AKI. For many patients the decrease of kidney function is the step that precipitates their demise. Preventing this step is the elusive goal that carries the promise of improving ICU survival by another notch. 
